



	first 1: X. DOE, M.D.
	dea 1: 987654321
	state licensing: ABC1234
	facility name 1: COUNTY OF LOS ANGELES DEPARTMENT OF MENTAL HEALTH
	shipping address 1: 550 SO. VERMONT, ROOM 903
	city 1: LOS ANGELES
	state 1: CA
	zip 1: 90020
	telephone 1: 213-123-4567
	fax 1: 213-456-7890
	office contact name 1: MARY SMITH
	title 1: FINANCIAL SERVICES 
	patient 1: JOHN DOE
	20 mg 1: 
	40 mg 1: 
	60 mg 1: 
	80 mg 1: 
	date 1: 1/2/3456
	mi 1: 
	last 1: 
	mailing addreess 2: 123 SOUTH STREET
	name 2: JOHN DOE
	mi 2: 
	dob 2: 01/02/1945
	apt 2: 10
	last 2: 
	city 2: LOS AGELES
	state 2: CA
	zip 2: 9000000
	ss2: 
	1: 123
	2: 45
	3: 6789

	yes2: 
	no2: 
	household 2: 1
	yes 2: 
	2: 
	3: 
	4: 

	no 2: 
	2: 
	3: 
	4: 

	salary 2: 
	alimony 2: 
	child support 2: 
	unemployment 2: 
	workers comp 2: 
	amount 2: 
	1: 
	2: 
	3: 
	4: $200.00
	5: 

	ss 2: 
	ssdi 2: 
	ssi 2: 
	pension 2: 
	military 2: 
	ira 2: 
	interest 2: 
	general relief 2: 
	public assistance 2: 
	explain 2: 
	total 2: 200.00
	medicare-yes: NO
	medicare-no: NO
	date 2: 
	1: 
	2: 3/1/2004
	3: 
	4: 
	5: 
	7: 1/2/3456

	status 2: 
	1: 
	2: PENDING
	3: 
	4: 
	5: 

	medicaid-yes: NO
	medicaid-no: YES
	va-yes: NO
	va-no: NO
	indian-yes: NO
	indian-no: NO
	other assistance no: NONE
	other assistance 2: NO
	primary ins: 
	 2: NONE

	area code 2: 
	policy id 2: 
	group 2: 
	group anme 2: 
	secondary ins: 
	 2: NONE

	area code2: 
	1: 

	telephone 2: 
	telephone2: 
	1: 

	policy id2: 
	1: 

	group2: 
	1: 

	group name2: 
	1: 

	person 2: SSSSSSSSSSS
	phone number 2: 213
	phone: 333-4444
	Check Box1: Yes
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Yes
	Check Box6: Yes
	Check Box7: Yes
	Check Box8: Yes
	Check Box9: Yes
	Text10: SSSSSSSSSSSSSSS
	Text11: SAMPLE
	Text12: SAMPLE
	Text13: SSSSSSSSSSSSSSS
	Text14: SAMPLE
	Text15: SAMPLE


